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TEXAS DEPARTMENT OF STATE HEALTH SERVICES

RESPIRATORY CARE PRACTITIONERS CERTIFICATION PROGRAM

(512) 834-6632

APPLICATION INFORMATION

An incomplete application will not be processed until all required fees and documents are received.   You may apply online at www.texasonline
Mail all application materials and fee to:


Texas Department of State Health Services







 Respiratory Care Practitioners








 P.O. Box 12197








Capitol Station 








Austin, Texas 78711-2197

ALL FEES ARE NON-REFUNDABLE.  Make check or money order payable to DSHS.   

 After an application is screened it will be approved, disapproved or a deficiency may be noted.  Applications which are complete will be approved and a certificate will be sent to the applicant.  Those which are disapproved or are incomplete will be sent notices listing the deficiencies or reasons for disapproval.

Check method of application

	A. _____ Temporary Permit - Graduate of an accredited respiratory care education program.

                 Refer to §140.207(d)(1) of the rules.  

1.  Submit a non-refundable $57.00 application fee  (6 month term).  

2.  Submit a copy of a high school diploma or high school equivalency; or an associate, baccalaureate, or post-baccalaureate degree         from an accredited college or university OR

3. Submit an official transcript or copy of a certificate of completion or degree which clearly indicates completion of a respiratory            care education program OR

4. Temporary Permit - Student enrolled in an accredited respiratory care education program, being within 30 days

      of  completion.  Refer to §140.207(d)(1) of the rules OR

5.  Applicants who have been awarded a bachelor’s or associate degree in respiratory care (RC) may submit a copy of that degree     to satisfy both RC education and high school education requirement.

	B.  ______ Temporary Permit - CURRENT OUT OF STATE LICENSE - Refer to §140.207(d)(3) of the rules.

Applicants who DO NOT hold the CRTT/CRT or RRT credential.

1.  Submit a non-refundable $57.00 application fee (6 month term).

2.  Submit documentation requested in Items C or D above.

3.  State Certification/Registration Verification Form must be submitted to the licensing agency in the state, territory or country which  issued the license.

Approval of an application under this method cannot be processed until the State Certification/Registration Verification Form has been received from that state, territory or country providing the verification of current licensure  (Some states require a fee, paid in advance, for providing clearance information.  To expedite, you may wish to contact the applicable agencies).


	C. _____ Regular Certificate – Certified Respiratory Therapy (CRT) 

                                                    Certified Respiratory Therapy Technician (CRTT) or    

                                                    Registered Respiratory Therapist (RRT).  Refer to §14020.7(d)(2) of the rules.

1.  Submit a non-refundable $133.00 application fee.

2.  Submit a photocopy of your test scores showing that you passed/CRTT/CRT or RRT certificate issued by the National Board 

     of Respiratory Care or its predecessor organization.



	D.  _____ Regular Certificate - OUT OF STATE LICENSE - Refer to §140.207(d)(3) of the rules.  

1. 1.  Submit a non-refundable $133.00 application fee.

2. 2.  Submit a photocopy of your test scores showing that you passed/CRTT/CRT or RRT certificate issued by the National Board 
3.      of Respiratory Care or its predecessor organization.
4. 3.  The State Certification/Registration Verification form must be submitted to the licensing agency in the state, territory or 

5.      country which issued the license for license verification.

Approval of applications will not be granted until the State Certification/Registration Verification Form has been received from each state, territory or country providing verification.  Some states require a fee, paid in advance, for providing verifications.  


F68-10726 updated 02/08
BUDGET ZZ120

FUND 127
TEXAS DEPARTMENT OF STATE HEALTH SERVICES

RESPIRATORY CARE PRACTITIONERS CERTIFICATION PROGRAM

512/834-6632

GENERAL INFORMATION 
	1.  Last Name                                                                               2.  First Name

	3.  Middle Name                                                                           4.  Maiden Name 

	4.  Name(s) on documents if different from #1.

	5.  Mailing Address: _______________________________________________________________________________
City ____________________________________State ________________________Zip  ________________________

Telephone Number (Include Area Code): ____(_____)_______________________



	6.  Birthdate:              Month                                                    Day                                           Year                                                          

	7.  Social Security Number 

	8. Have you ever been convicted of, entered a plea of nolo contendere, or guilty to or received deferred adjudication to any misdemeanor or felony?  (Do not include juvenile or misdemeanor traffic violations)  YES________ NO ___________

PLEASE NOTE:  If you answered yes to any of the above, provide information and documents for all felony and/or misdemeanor offenses (not minor traffic violations).  Include any convictions which are currently on appeal.  Attach additional information/documentation if appropriate.


	6. 9. Have you ever possessed an RCP certificate or temporary permit issued by Texas Department of State Health Services? YES _____  NO  _____

     Certificate or Temporary permit #                                                                        Expiration date ________________________________ 



	10.  a. Have you ever possessed a license(s), registration, or certificate(s) to practice respiratory care issued by any other organization or state(s)?             YES                                           NO   _______________________
If YES, give license, registration or certificate number(s), title(s), and the name(s) and address (es) of the organization(s) or state(s) issuing the license(s) or certificate(s).  Complete Part 1 and submit the State Certification/Registration Verification Form________

b. Have you ever possessed a license(s) registration, or certificate(s) to practice in any other profession?  YES______NO _______

If YES, WHAT TYPE? (RN/LVN/PT/AT/EMT/ECA/OTHER):  __________________________________________________



	11.  Have you ever been denied any license or certificate?  YES _______ NO ______  If YES, briefly state the reason(s):   

______________________________________________________________________________________________________



	12.  Have you ever had any license(s) or certificate(s) revoked, cancelled, or suspended? YES _____ NO _____  If YES, briefly state the 

reason(s):__________________________________________________________________________________________




F68-10726 Updated 02/08
CURRENT EMPLOYMENT INFORMATION
	Are you currently practicing Respiratory Care?        YES ______  NO ______   If  yes complete (a) - (g)

	(a)  Current Place of Employment:

	(b)  Address:

	(c)  City:                                                                               State:                                          Zip:

	(d)  Telephone Number (include area code):                                                                                                                      

	(e)  Position Title: __________________________________________Normal working hours: ___________________

Briefly describe your job duties: __________________________________________________________________________

 

	(f)  Date of Employment (MONTH/YEAR) 

	 Are you currently practicing under Delegated Authority?   YES ___________  NO ____________  If “YES”  please fill in medical director’s name.

(g) Medical Director’s Printed Name  _______________________________________________________________________

License Number : ______________________________

 Medical Director’s Signature: __________________________________________________________  


PRIOR WORK EXPERIENCE

	List jobs held and type of work performed in the field of respiratory care for the 12 months prior to your current position.  Begin with your last position (answer "none" if no other jobs have been held).  Use separate sheet as needed to cover last 12 months.

Place of Employment  ______________________________________________________________________________________

Address: ________________________________________________________________________________________________
City:                                                                State:  ___________________________ Zip: _________________________________

Date of Employment FROM (MO/YR) ____________________________________ TO (MO/YR)  _________________________

	List jobs held and type of work performed in the field of respiratory care for the 12 months prior to your current position.  Begin with your last position (answer "none" if no other jobs have been held).  Use separate sheet as needed to cover last 12 months.

Place of Employment  ______________________________________________________________________________________

Address: ________________________________________________________________________________________________
City:                                                                State:  ___________________________ Zip: _________________________________

Date of Employment FROM (MO/YR) ____________________________________ TO (MO/YR)  _________________________

________________________


	I certify under penalty of perjury that the information submitted is true and correct.  I have read and will abide by the rules and regulations relating to the certification of respiratory care practitioners as specified in §140.201 – 140.216. I understand that ALL FEES ARE NON-REFUNDABLE; that additional fees are required to be paid prior to issuance of and to renew any renewable certificate and permit; and that successful completion of an examination and payment of all fees are required to upgrade a temporary permit to a renewable certificate.

I agree to notify the department in writing within thirty (30) days of ANY CHANGE of name, address, or place of employment and agree to return any certificate and identification card to the department upon the revocation, suspension or cancellation of that certificate/temporary permit.  I further acknowledge that I am responsible for keeping my certificate or permit current in order to perform respiratory care procedures on human beings for medical purposes.  I agree to comply with the rules relating to renewal, continuing education and violations and subsequent actions.

PLEASE NOTE:  Any information submitted on the application forms and any supporting documentation is subject to the Public Information Act.  This means that anyone requesting copies of the information in your file or requesting to view your file will be able to do so.

Signature of Applicant:_______________________________________Date:_______________________




In accordance with Texas Occupations Code, Chapter 604, (the Respiratory Care Practitioners Act), you cannot practice respiratory care until this application is processed and a certificate or temporary permit is issued.  Practice prior to approval could detrimentally affect the approval of your application and is grounds for disapproval of the application.  If you have any questions after reading the Act and the Rules, please contact the RCP program at 512/834-6632
PRIVACY NOTIFICATION

With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you.  You are entitled to receive and review the information upon request.  You also have the right to ask the state agency to correct any information that is determined to be incorrect.  See http://www.dshs.state.tx.us/ for more information on Privacy Notification. (Reference: Government Code, Section 522.021, 522.023 and 559.004)
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PRACTITIONER OF RESPIRATORY CARE
STATE CERTIFICATION/REGISTRATION VERIFICATION

Please complete top portion and forward one form to each state, territory, or country in which you hold or have ever held any professional license.  This form may be copied if extras are needed.  NOTE:  Some states require a fee, paid in advance, for providing this information.  Applicants are responsible for paying any fees.  You may wish to contact the agencies in advance.

TO BE COMPLETED BY APPLICANT

	Printed Name of Applicant:

	Date of Birth of Applicant :

	Certificate/Registration/Social Security #:

	I am applying for practitioner of respiratory care license in the state of Texas.  I hereby authorize release of the information, requested in Part 2 below, directly to the Texas Department of State Health Services.

                                             Signature of Applicant ______________________________________________


To be completed by each state and RETURNED DIRECTLY TO THE OFFICE OF THE TEXAS DEPARTMENT OF STATE HEALTH SERVICES

I certify that _________________________________________________________________________

                           (name of applicant)

was granted certificate/license # _____________________ on _________________________________










(date issued)

by the state of _______________________________________________________________________

on the basis of _______________________________________________________________________



(The National Board for Respiratory Care Inc. – state examination –other)

The above-referenced certificate/license is:

____Current, in good standing
____Not current, due to non-payment of fees




____Other (please attach explanation)

Expiration date of current certificate/license: _______________________________________________________

I certify that the records in this office indicate that there are not now nor have there ever been any disciplinary action filed against the holder of this certificate/license. (If disciplinary action has been filed, please attach an explanation.)

Signature and title of certifying individual: _________________________________________________

Board Seal

Date ___________________


Completed form is to be returned by certifying/licensing state directly to:

TEXAS DEPARTMENT OF STATE HEALTH SERVICES

RESPIRATORY PROGRAM

P.O Box 12197

Capitol Station
AUSTIN TX, 78711-2197
Phone (512) 834-6632

Fax (512) 834-6677
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